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QGU Designation of Beneficiary Form Approved 

OMB No. 3206-0136 

r ederaJ £ mpiOyees 
Group life Insurance 

Federal Employees' Group Life Insurance (FEGLI) Program Important: 

Name of Insured (Lasr,firsr. middle) 

,h !fe (J£.;(. r {;£()X6-L. 
The Insured is: 

Place an "X" in the 
appropriate bo.t. 

an employee 

a retiree 

a compensationer 

Read instructions on the 
Back ol Pan 2 before this lorm. 

If the Insured is retired or receiving Federal Employees' Compensation, give CSA, 
CSI, or OWCP claim number: 

Department or agency where the Insured works (If retired, last department or agency where the Insured worked): 

Location (city, state, and ZIP code) 

tJA.lifu.J~r~J1, 'P.C, /()1cr7 

Total (Must equal 100% or 1.0) (Do not use dollar amounts) 
(Do not put a Total if you designated types of insurance. See example 4 on Back of Part 1.) 

Your name and address (Including ZIP code) 

_ _ji_~.l]£-i7.t _ _{_;:-. nvi£.i"t ICi.~ _ 

_ go, jjox _!64~ _______ _ 
_ _ SPr<INf!rri€.L P_,_//13_ ~Pllfj __ 

people who witnessed my 
SlrllnniiUI'" Signed belOW. 

See Back of Part 2 for definitions 
either witness as a 

I understand that if there is a valid assignment on fde, only the assignee has the right to 
designate a beneficiary. If a valid assignment is not on file, but there is • valid court order on 
file with the agency or the U.S. Office of Personnel Management, as appropriate, any 
designation I complete for the same benefits is not vaUd. 

I understand that if this Designation is valid, It will stay in effect unless it is canceled. 
(See "When b A Designation Canceled?" on the Back of Part 2). 

I understand that if this Designation is invalid for any reason, the Office of Federal 
Employees' Group Life Insurance will pay benefits according to tbe out most recent valid 
designation. If there isn't one, it will pay according to the order listed on the Back of Part 2. 

J am canceling any and all previous Designations of Bener.clary undtr the Federal 
Employees' Group Life Insurance Program and am now designating tbe benefJCiary(ies) 
named above. 

VUI1rUIU11•.<. COnServatOrS Or through !J power 
in this box. 

U.S. Office of Personnel Management 
FEGLI Handbook (RI 76-26) 

Part 1 • Original 

NSN 7540-01-231-6228 2823-103 Previous editions are not usable. 
SF 2823 

Revised April 2001 



....fiL­
FERS 
Federal Employees 
Retirement System 

A. Identification 
Name (Last, first, middle) 
Federico, Robert George 

It Designation of Beneficiary 

Federal Employees' Retirement System 
• Form Approved 

OMB No. 3206-0173 

Important: 
Read all instructions befqre 
filling in this form 

2ID6 JUL I 2 Af1 frJ: 5 LJ 

Social Security Number 

069-38-8963 

Place an "X'' in the 
appropriate box: 

Former employee eligible 
for retirement in the 
future 

If you are retired give your claim number 

Department or agency in which presently employed (or former department or agency): 

Department or agency 

GSA-PBS 

Bureau Division Location (City, state and ZIP code) 

PBS-NCR NCR-WPZ (Triangle Services) Washington, DC 20407 

I, the individual identified above, designate the beneficiary or 
beneficiaries named below to receive any lump-sum benefit which may 
become payable under the Federal Employees' Retirement System (FERS) 
after my death. I understand that this designation of beneficiary is also for 
any lump-sum benefit which may become payable under the Civil Service 
Retirement System (CSRS) after my death. I understand that this 
designation of beneficiary cancels any previous FERS or CSRS 
designation of beneficiary, and that it remains in effect until I cancel it in 
writing or I receive payment of my employee deductions for FERS (and 

I direct, unless othervvise indicated below, that if more than one 
beneficiary is named, the share of any beneficiary who may predecease me 
or who may be disqualified for any other reason, shall be distributed 
equally among the stated beneficiaries, or entirely to the survivor. If none 
of the beneficiaries arc alive and eligible to receive payment when a 
lump-sum payment becomes payable, this designation is void, and 
payment will be made according to the order of precedence set by law. 

CSRS, if applicable). 

B. Information Concerning The Beneficiaries (See Examples of Designations): 
First name, middle initial, and last Address (Including ZIP code} of 

name of each beneficiary each beneficiary 

Donna Rosa Federico 9158 Stonegarden Drive, Lorton, VA 22079 

RobertS. Federico 9158 Stoncgardcn Drive, Lonon, VA 22079 

Date of designation (Month, day, year) Your signature ~ 

07/07/2006 ?;.-~~ 0 
C. Witnesses (A witness is not eligible to receive payment as a beneficiary): 

We, the undersigned, certify that this statement was signed in our presence. 

Number and ~t 

2..~S f\.J ee res:l- Cf 

IN 
I have reviewed this designation and certify that the designated shares total 100° 

~obert G. Federico 
P.O. Box 1318 
Lorton, VA 22199 

U.S. Office of Personnel Management 
5 CFR 843 NSN 7540-01-246-9252 

Part 2 - Employee Copy 
3102-103 

Relationship Share to be paid to 
each beneficiary 

Spouse 95 

Son 5 

Total= 100% 

City, state and ZIP code 

c._ ;::­
c..:..-

See Back of En1ployeei~py For Instructions 
On Whdre To F-if£fhis Form. 

(Retain untiN!mpi<'(Y.e'e·leaves Federal 

servic:ind t~~!\§,end to OPM} 
:) :::::; 

2 --
<::> Cl) 

. . . ::; 
Prev1ous ed1t1ons are usab~ 

Standard Form 31 02 
Revised June 2000 



Standard Form 11~2 
(Jiev. 11-91) 

nue 4, GAO Manual 
1U2-I08 

NSN 71S40-00-684-4S40 

INFORMATION CoNCERNING TilE EMPWYEE: 

NAME (La>l) -hJ?!C.~IC-o 
DEPARTMENT OR AGENCY IN WIUCH EMPWYED 

DFSIGNATION OF BENEFICIARY 
UNPAID COMPENSATION OF 

DECEASED CMLIAN EMPWYEE 

IMPORTANT 

Read instructions 
on back of dupUcate 

before tilling in this form 

(Ftnt) {Middle) DAlE Of Bmll (mon day, ) 

// tJf/ )'1'17 

&1-IUJ~tt;C """" '""""" =• .. 
06 'f- 3-R-896..3 

(Divblon) 

I, the ernployee named ab()Ve, canceling any and all previous DesigmLtions of Beruificiary heretofore made by me, do now desig­
nate the beneficiary or beruificiaries named belO'W to receive any UNPAID COMPENSATION due and payable after my death. I under­
stand that this Designation of Bewd"iciary relates solely to money due as defined in 5 U.S.C. 5581, 5582, 5583, and in no way will 
oJject the disposition of any bewifit which may become payable under the Retirement or Group Life Insurance Acts applicable to my 
Government service. I further understand that this Designation of Beneficiary will remain in full force and fiffect until (1) expressly 
changed or revoked by me in writing, (2) I t?'amifer to awther agency, or (3) I am reemployed by the same or another department 
or agency of the Gavernm.ent. 

INFORMATION CONCERNING 1HE BENEF1CJARY OR 8ENEFICIAR1ES: 

'JYpe or print ftrat ~ middle lnitW. and lat! lltlDH! 
of each beDefldary 

Type or prln! adlb-eu (lncludlng ZIP Code) ot eacli beoefldary Share !o be paid to 
each beneffdary 

________ ;:; __ _ 

------------- - ------- ------ - ------- ----- ------------------------------------------ ------------ -------------
I hereby direct, unless otherwise indicated above, that, if more than one betuif'(,ciary is named, the share for any deceased be-ruifi­

ciary who may predecease nw shall be distributed equally among the su:rviving bewificiaries, or e-ntirely to the survivor. I understand 
that this Designation of Beneficiary shall be void if none of the designated bentificiaries is liVing at the time of my death. 

I hereby specifically reserve the right to cancel or change any designation of be-ruificiary, at any time, in the manner and form 

=:~:_:~-~:;;?;~~;:_:_::l:_~~:~d 8~_::_:~4~---------------
(Date of ~li-o~~;,~, day, year) {Slgnatlll'e of employee) 

w _YL;~~;J_@!/~------------ t'l£tJ?~[;f/f6it;.~~ _}!_gqf!Jl 
(Signature of wltneu) (Nultlber and 11~11 . (CUy~ ~~e) 

-~---i~---- _tj~!?l9::~$\1{_yJ_~~~lf,;JfjfJIJ (SI.gnature of wltneu) · (Number and ltreel) . (City, State, a!;;J.-t:;!) / 
PRINT OR 1YPE NAME AND AODR.ESS (INCWDING ZIP CODE) OF EMPWYEE 

L 

THIS SPAC~ RESERVED FOR RECEIVING DATA 
OF EMPWYING AGENCY 

DEUVER BOIH COPIES 1U tHE PROPER OFflCER OF YOUR AGENCY-DUPUCAlE WD.L BE NOTED AND RFruRNED I!Z\ 
~Pr'n!JdooRoc1<1<><1P-

• 




